This comparative survey contrasted 571 parents who lost children to various death causes: 48 to drug-related deaths and overdoses, 462 to suicide, 24 to natural death cases, and 37 to mostly accidental death cases. Groups were compared in terms of grief difficulties, mental health problems, posttraumatic stress, and stigmatization. Results did not show any appreciable differences in these respects between the suicide bereaved parents and those losing children to drug-related deaths. However, when the suicide and drug-related death survivors were specifically contrasted against accidental and natural death loss cases, a consistent pattern emerged showing the former group was consistently more troubled by grief and mental health problems than the latter two sub-groups. These differences remained when controls of time since the loss and gender differences were employed as covariates. These findings suggest that the powerful and intense stigma against drug use and mental illness, shared among the public-at-large, imposes challenges in healing of immense proportion for these parents as they find less compassionate responses from their significant others, following their losses.
INTRODUCTION
This article focuses on the less well understood population of parents losing children to drug overdoses and to drug-related deaths. In this comparative analysis we pose the question whether these grieving parents face similar bereavement challenges as other parents losing children to suicide, or whether the "accidental" death designation of a drug death spares these bereaved family members from some of the intense stigma reserved for the kin linked to a suicidal decedent. Following the lead of a previous publication (Feigelman, Gorman, & Jordan, 2009 ), the present investigation further explores how stigmatization from significant others is associated with bereavement and mental health difficulties among different groups of child loss survivors.
Although the subject of overdose deaths appears to attract substantial attention among the public-at-large and from epidemiologists, surprisingly, it has sparked scant interest among bereavement researchers. Little has appeared in print on this neglected subject in the research journals. An exhaustive search for entries on grief or bereavement and overdose (or drug) deaths from Med-line, Psych-Info, and the Social Science Index yielded only two research notes on the topic. Both studies were done outside the United States: one a Brazilian study (da Silva, Noto, & Formigoni, 2007) , and the other a British study (Guy, 2004) .
The Brazilian study was based upon six cases, three of whom were aware of their family members' drug use prior to the death and three who were not aware. The Brazilian researchers concluded that overdose death is a highly stigmatized behavior because of the loved one's "immoral" and/or criminal behavior, leaving their survivors to feel guilt and shame. When survivors were aware of the loved one's drug use prior to the death there was a veiled preparation for the death, bringing about ambivalence associated with relief and guilt. Otherwise, there was more substantial shock and surprise at the death. In both cases, survivors needed substantial psychological support following the loss.
The British study, based on four cases, argued that when people used illegal drugs, rather than alcohol or tobacco, the deaths were met with social censure. The user was perceived as having had a soiled identity because of the illicit nature of the drugs, which left their survivors blameworthy in other people's eyes. Drug deaths were usually seen as "bad" deaths. Parents were often seen as being at fault in these deaths. A child's heroin use left one parent feeling more blameworthy in the death than in another case where the child died from ecstasy use. Parents were often confused about how to act with their drug abusing child, firmly or in a conciliatory way. Media coverage, which can sensationalize the death, increased the perception of the parents as deficient. Parents felt guilty for not succeeding in stopping their child's drug use and were often left with long standing regrets. The author concluded that the cause of death carried with it a stigma for the deceased, invalidating their lives and suggesting it may not be legitimate to grieve for them. These two studies offer an abundance of insight into the stigmatizing experiences linked with drug abuse deaths, suggesting it as a phenomenon rife with victim-blame by others and potentially self-blame by the survivors.
Given the paucity of work devoted to the subject of bereavement in drug overdose deaths, one might conclude that it represents a statistical rarity. Yet, this is hardly the case. The popular press and mental health professionals often emphasize the pervasiveness of youth suicide, often mentioning this as the second leading death cause for the college aged. However, the media rarely displays commensurate attention to the yearly totals of non-suicidal drug-related youth deaths, which probably exceed those from suicide. A visit to Centers for Disease Control and Prevention (CDC) WISQARS website showed 16,677 suicide deaths for the 13-to 45-year-old population in 2006 (Centers for Disease Control and Prevention, 2009 ). (The WISQARS website enables users to identify the number of deaths for various ICD death code categories for selected U.S. regions, age, gender, and race groups from 1999 to 2006.) The same website where most drug overdoses are enumerated also showed 16,704 poisoning deaths. Of course, not all poisoning deaths are drug overdoses. Some may be from the inadvertent consumption of toxic chemicals or pesticides. Yet, if we were to add together all drug-related poisoning deaths, with the car accident death totals involving alcohol or other drugs, either in the deceased driver, passengers, or pedestrians, the combined totals would put more than 12,000 additional cases into the equation each year. Thus, we can readily see drug-related deaths easily eclipsing suicide as a more imposing cause of youth mortality.
Yet, it must be acknowledged that there is a considerable overlap between suicide and drug abuse mortalities. One study conducted in New Mexico, among a predominately Native American population, found that heavy alcohol consumption had occurred among two-thirds of the suicide decedents studied (May, Van Winkle, Williams, McFeeley , DeBruyn, & Serna, 2002) . A recent Australian toxicological study of over 1400 suicides (that excluded cases of deliberate overdoses on psychoactive substances) found substances detected in two-thirds of all cases, with illicit drugs in 20% and alcohol in 40% of the suicide decedents (Darke, Duflou, & Torok, (2009) . Another British study found that 45% of their sampled suicide cases tested positive for alcohol, with about 20% who had consumed twice the legal blood-alcohol limit when they had died (Crombie, Pounder, & Dick, 1998) . Another study of New York City suicide decedents, who had died within a given year, showed that 20% had cocaine within their bodies and this percentage rose to 45% among young Hispanic males (Marzuk, Tardiff, Leon, Stajic, Morgan, & Mann, 1992) .
Clearly then, there is a considerable overlap between drug consumption and suicide. Therefore, it is often a daunting challenge for medical examiners to ascertain whether a given individual's death was an intentional suicide or an accidental drug overdose. Medical examiners often struggle greatly with the cases that straddle the ambiguous line between these two poles. Envisioning considerable stigma being applied to suicides, medical examiners usually apply what has been deemed "the 51 percent rule," insisting that a preponderance of evidence show a death as a suicide before that classification is offered as the official death cause (Timmermans, 2006) . Once an official death cause is given, surviving family members usually try to accept the medical examiner's definition of their loved one's demise. Official death definitions help to clarify and reinforce the meaning of their loved one's death in the survivor's mind. With a firmer grasp of how their loved one died, survivors are then able to begin their sensemaking efforts as they proceed to accept their loss and move forward with their healing journeys (Currier, Holland, Coleman, & Neimeyer, 2006) .
In the current study we accepted parental self-definitions of their children's deaths. We did not have access to official death certificate records. Especially since most of our respondents were drawn from the ranks of support groups (which they had freely chosen to join with other survivors in confidential voluntary groups), we assumed that they accepted the official death certificate designations issued to account for their children's deaths. Such determinations distinguished whether the deaths resulted from natural causes, suicides, homicides, accidental, or ambiguous deaths. As our findings will later show, there is a relationship between differences in parental conceptions of their children's deaths and their grief and mental health problems.
There is no one typical drug overdose death. These deaths take on many different forms and yet they unify bereaved family members in sharing a common consciousness-of-kind that their loved one died from drugs. One of the parents who participated in our bereavement survey reported that her son died from ingesting a toxic combination of steroids, purchased on the Internet, as he pursued his own body-building program. Another parent reported that her son's fatal overdose resulted from taking too many of his prescribed psycho-tropic medications. Another reported on their child's death from a bad LSD trip that triggered a fatal jumping episode. The most commonly reported cases were heroin overdose deaths and multi-drug abuse deaths from toxic combinations of recreational drugs and prescription medications.
The drug overdose death reports of their children provided by our parent respondents matched epidemiological findings. Evidence converged with epidemiological findings from state-wide studies of drug overdose deaths in West Virginia (Hall, Logan, Toblin, Kaplan, Kraner, Bixler, et al., 2008) , Georgia (Graham & Hanzlick, 2008) , and New Mexico (Shah, Lathrop, Reichard, & Landen, 2007) . Overdose deaths differed from one state to another; West Virginia led the others in having the highest percentage of drug deaths due to the divergence and non-medical uses of prescribed drugs. In Georgia, cocaine and other drug combinations represented the single largest category of overdose deaths, while in New Mexico opiates and other combinations of drugs predominated. Overall, the intermixing of heroin, cocaine, alcohol, and/or prescription drugs represented the predominant form of all drug deaths across these four states and nationally.
CDC evidence also suggested rising drug deaths due to the intermixing of prescriptions with recreational drugs underwent a 55% increase in the period from 1999 to 2003 (Wysowski, 2007) . And the state-wide data appears to converge with this national trend.
Our article focuses on the bereavement consequences of drug overdose deaths. If we accept the implicit assumption about the damaging effect of a label of a suicide death behind the medical examiners "51 percent rule," one might expect that the most intense stigmatization would be experienced by suicide survivors. Indeed, it is well established that suicide survivors experience more stigmatization from their social networks than do many other bereaved populations (Cvinar, 2005; Feigelman et al., 2009; Sveen & Walby, 2008) . By contrast, in general, an accidental death does not directly challenge societal values with the same blunt force that a suicide does. However, consideration of the general attitudes toward "drug addicts" in American society, along with the already mentioned available literature on overdose death bereavement, we had reason to expect considerable stigmatization to be experienced after drug-related deaths, such that there is likely to be a linking of them with immorality and criminality on the part of the deceased. We suspected that when the perceptions of criminality and immorality were weighed against the disparagement of a mental illness or the simple perception of "selfishness" associated with suicidality, few differences would be noted in stigmatization responses. Accordingly, we investigated this with our stigmatization scale (Feigelman et al., 2009; Feigelman, Gorman, Chastain-Beal, & Jordan, 2008) and examined whether the differences in death designations between drug deaths and suicide are linked to differences in stigma.
We investigated whether differences between four major subgroups of bereaved parents based on the mode of death-drug overdose, suicide, other traumatic deaths, and natural deaths-are associated with differences in grief and mental health problems among parent survivors. In our previous publications (Feigelman et al., 2009; Feigelman, Jordan, & Gorman, 2008 -2009 we included drug-related death cases in the same category with accidental deaths for purposes of analysis and we found that both this mixed group of bereaved parents and the suicide bereaved parents were generally at greater risk for stigmatization, mental health, and grief problems than the parents losing children to natural causes. In the present study, we disaggregated the drug-death cases from the other accidental death cases and carefully compared and contrasted all four categories of research interest: drug-related, suicide, accidental, and natural death bereavements.
Previous theory has suggested that the construct of disenfranchised grief plays a vitally important part in stigmatization (Doka, 2001 ). In our earlier work on suicide stigma (Feigelman et al., 2009) , we suggested that as socially significant others avoided mention of the survivor's loss, as they refrained from expressing caring interests in the survivor, and as they expressed derogatory remarks toward the decedent and placed blame on the survivor for acting as a contributing agent in the death, people in the survivor's network essentially disavowed the survivor's right to receive solace and support. We also maintain that some acts of stigmatization are more stress-inducing to the bereaved than others. We expect that overt expressions of direct blame toward parents are especially troubling to the survivor since they reinforce the parent's own self-accusations of ineffectiveness in saving their child's life. And blaming children for their own demise is another direct assault upon the survivor, suggesting that the deceased is unworthy and does not rightfully deserve to be honored and remembered. Such expressions of disapproval are likely to be more distressing to a bereaved parent than any acts of avoidance or offers of unhelpful grief advice. If we are correct in our suppositions that both suicide and drug overdose deaths are more stigmatized than accidental deaths, then we expected to observe greater numbers of child and parent blame comments coming from the significant others of the former group of parent survivors than the latter.
Some bereavement analysts may claim that the theory of disenfranchised grief is sufficiently broad-based to account for the unique grief difficulties of the suicide and drug-overdose death bereaved, in much the same way that Guy (2004) explains how overdose death bereaved parents are left with a feeling that it may not be legitimate for them to grieve for their deceased children. Yet, we would contend that drug and suicide deaths may bring with them a sense of intense shame and humiliation. Worden (2009) claims, in a chapter devoted to special types of losses, that AIDS-related deaths can be ones that bring with them "socially unspeakable losses," where because of the associated stigma, some survivors fear they will be rejected and judged harshly if the cause of their loved one's death becomes known. So they may lie and attribute the death to cancer or something other than AIDS (Worden, 2009 ). Behaviors such as these are repeatedly reported by suicide and drug-overdose death survivors at support group meetings and at sharing sessions during bereavement healing conferences. Many suicide and drug-overdose death bereaved parents routinely misrepresent the cause of a family member's death to other close family members, co-workers, and friends, fearing that the person's reputation will be greatly diminished by the revelation of their death cause. In one dramatic example (taken from a support group meeting observation), a father of a 20-year-old son remained reluctant and unwilling to disclose his own father's death (by suicide) to his son, fearing that the boy would no longer respect his deceased grandfather knowing that he had taken his life. The intense shame that these bereaved experience points to a perceived need to preserve the good reputation of their deceased relatives. Not only does the bereaved feel that others won't acknowledge and legitimate their grief, they fear that the memory of the deceased loved one will be permanently tarnished, and they fear that they, too, will be ridiculed, avoided, and even judged blameworthy by the revelation of the death cause. We believe that this process goes beyond the concept of disenfranchisement, which is simply a lack of social validation of a loss, to active processes of social stigmatization.
To summarize, as we began this investigation, comparing all four sub-groups of bereavement research interest-drug death, suicide, accidental, and natural death survivors-we started with two hypotheses; we expected that:
1. We would find similarity in the reports of the suicide and drug death bereaved in stigmatization, grief difficulties, post-traumatic stress, and psychological difficulties; and 2. when we compared a combined group of suicide and drug death bereaved to accidental and natural death bereaved, we would find the former groups significantly higher on stigmatization, grief difficulties, post-traumatic stress, and psychological difficulties than the later two groups.
Thus, in the present investigation we hypothesized that parents whose children die from drug overdoses would face similar outcomes as suicide survivors do, and both drug and the suicide bereaved would experience greater grief and mental health problems than the parents losing children to other accidents and natural death causes.
DATA SOURCE AND METHODS
This research initially began in 2005, with the bulk of the survey data discussed here collected between March 2006 and July 2007. Our survey of child-loss bereavement sought to better represent parent survivors in the community-at-large who utilized peer support groups. Much of the previous work on this population had been derived from studying bereaved family members in clinical-care settings. As far as we know, the original survey comprised the largest survey of child-loss bereavement. Our initial 540 cases were drawn from a variety of sources: peer support groups serving survivors of suicide; Compassionate Friends self-help groups which included parent survivors losing children from natural death causes, homicides, automotive accidents, drowning, drug overdoses, and all other death causes. We also recruited potential respondents from notices placed about the survey on the Suicide Prevention Action Network (SPAN) Listserv, the American Association of Suicidology's newsletter, "Surviving Suicide," and the "Comforting Friends" newsletter published by Friends for Survival, Inc. The survey also drew upon parent survivors who participated in Internet support groups. As word of our survey efforts circulated, several bereavement counselors and psychologists volunteered to distribute copies of the survey among their patients. Also, many survivors spontaneously offered names of additional respondents who they thought would want to complete surveys. Typically, support group facilitators posted announcements in their newsletters calling for volunteers to participate in a confidential and anonymous survey of survivors. Volunteers were directed to contact the first author who was identified as both a sociologist and a survivor of his son's suicide.
Before the survey was initiated, a draft of the survey and accompanying informed consent forms requesting respondents' signatures were presented and favorably evaluated by the Nassau Community College Institutional Review Board. Each potential respondent received a mailed survey kit consisting of a cover letter outlining the overall goals of the research, a consent form, a survey form, and a post-paid return-mail envelope. Our original sample included respondents from every U.S. state and seven from Canada. The child loss breakdowns for the initial survey were as follows: 462 suicide survivors; 24 natural death survivors; 13 drug overdose death survivors; and 41 parents who lost children from all other death causes, such as vehicular accidents, drownings, homicides, military casualties, and ambiguous deaths.
We sent out 754 surveys in our initial wave of data collection and 540 surveys were returned, yielding a response rate of 72%. We thought this return rate was more than satisfactory, considering the difficulty of conducting surveys on grief issues and the length of our research instrument, a 27-page mailed survey form. Typically in mailed questionnaire surveys, response rates usually fall below the 60% mark (Hopkins & Gullickson, 1992; Kaplowitz, Hadlock, & Levine, 2004; Smith, 1995) .
When we began to further investigate drug overdose death bereavement, with only 13 such cases in our sample, it was clear there were insufficient numbers for any preliminary analyses. We then sought to augment the numbers of overdose death bereaved parents so that we could make generalizations about this population and compare them to the other subgroups in our sample. Starting in March 2009 and extending until September 2009, we concentrated our efforts among the Compassionate Friends Chapters in the New York metropolitan area to gain additional respondents. We asked chapter facilitators to solicit potential respondents from among their membership rosters of those losing children to a drug-related death. In addition, we also made contacts with two Internet-based survivor support groups serving parents losing children to drug-related deaths: Angels of Addiction, Inc.; and the Grief Recovery After a Substance Abuse Passing Group (widely known as GRASP). Forty-two names and addresses of potential respondents were offered to us from these contacts. Thirty-five respondents completed surveys, yielding a response rate of 83% for this subset.
The Sample
The first data collection period yielded a dataset of 540 respondents who possessed a number of distinctive demographic characteristics. Females outnumbered males by a large margin of 85% to 15%. Most respondents were middle-aged, with 73% between the ages of 46-65. The sample over-represented upper-status respondents: 33% had household incomes of $90,000 or higher; 43% had incomes between $40,000 and $90,000; and 24% had incomes below $40,000. Forty-one percent reported completing 4 or more years of college; 42% reported some college; and 17% had high school degrees or less schooling. Thirty-six percent reported having a Protestant affiliation; 26% reported themselves to be Catholic; 10% identified themselves as Jewish; and 19% were affiliated with other faiths. The remaining 9% reported no religious affiliation. Ninety-five percent of respondents were U.S. born; 94% were White; and 6% were from all other races.
Nine percent of parents had sustained their child losses within the last 12 months, 40% between 1 and 4 years earlier; 30% between 4 and 10 years previously; and the balance, 21%, lost their child more than 10 years ago. Decedents ranged in age: 8% were 15 or younger; 20% were between 16 and 21; 36% were between 22 and 28; 17% were between 29 and 35; and 10% were over 36. Clearly, adolescent and young adult deaths predominated in this sample, with over 80% of respondents reporting the loss of a son or daughter between ages 16 and 35.
We were concerned as to whether the 2009 supplemental sample of parents sustaining child drug-related deaths would be generally consistent with our earlier larger sample. Any great demographic disparity between the drug-related death cases and the others could produce differences in some of the issues under investigation, such as levels of grief problems (grief problems are greatly associated with the duration of time since a loss) or mental health difficulties. We explored several potentially important demographic confounders and compared overdose death survivors to all other bereaved parents in our sample. We also compared the four essential bereaved parent subgroups to each other in terms of gender, age, educational, socio-economic, and religious differences. We also compared all four subgroups in terms of the time since the loss and the age of the child at loss.
Comparisons of overdose death respondents to all other respondents and to the other three bereaved parent subgroups (suicide, natural death, and other accidental deaths) showed great consistency-and no statistically significant differences-in terms of gender, educational, and socio-economic differences. They were more or less similar to one another on each of these three criteria. Overdose death parents were generally like other bereaved parents in terms of age, though parents sustaining natural deaths of a child tended to report themselves as being either younger or older compared to the other loss categories who reported themselves as middle-aged, a statistically significant difference. The religion comparison showed significantly more Catholics and Jews among the overdose death parents compared to all other subgroups. We suspected this may have resulted from our sampling procedures, drawing our overdose drug death cases disproportionately from the New York City metropolitan area where more Catholics and Jews were located. In the larger sample, with a more nationally representative constituency, there were more Protestants. Though there were more Jews in the natural death loss subgroup, in all other respectstime since the loss and age of the child at the time of death-the four bereaved subgroups were virtually undistinguishable from one another. This demographic comparative data is not presented in any of our tables.
Measures
The type of loss experienced was assessed by survivor self-definition. All respondents were asked to categorize the cause of death of their child into the widely understood scheme, applied by the National Center of Health Statistics from the U.S. Standard Death Certificate form:
1. accidental death; 2. natural causes; 3. homicide; 4. suicide; and/or 5. death under ambiguous circumstances or pending investigation (National Center for Health Statistics, 2008).
Our survey forms contained two lines after natural causes and accidental deaths where respondents could fill in their child's specific death circumstances. The aforementioned categories were mutually exclusive. All child deaths were given a single death cause code based upon the parent's response. If a parent deemed a child's death as a drug-related suicide, we counted this only as a suicide. If a parent checked off the accidental death cause box and indicated "drugs," "overdose," or mentioned a specific drug such as "heroin," these cases were counted as drug-related deaths. (One parent indicated "death under ambiguous circumstances" but stated drugs were the primary cause: we counted this case as a drug death.)
All 462 suicide death cases checked the suicide death box and filled out seven additional questions about the suicide method, finding the body, and other death circumstances. All 48 drug death cases filled in the accidental death box (except the one case mentioned above) and indicated "drugs," "overdose," "drug asphyxiation," "drug-interaction," or "heroin," or other similar language as the fill-in words. All 37 cases in the other accident category checked off the accident box and most indicated vehicular accidents-such as "car accident," "automobile," "motorcycle," "hit by drunk driver"-as the predominating fill-in words. A smaller number indicated "drowning," "boating accident," "electrocution," "plane crash," or "falling accident." Two additional respondents checked off the accidental death box to report military casualty deaths. We included the four cases reporting ambiguous death circumstances into this same category. All 24 natural death cases checked off the natural death cause box and filled in such words as "heart attack," "brain aneurism," "lung cancer," "breast cancer," "diabetic complications," "died from complications during childbirth," etc. We excluded from this analysis the four cases where a parent reported the homicide death of a child. We felt the stigma associated with these deaths held a unique importance and it would have been erroneous and misleading to consider these cases within any of our other categories. The frequency distribution of deaths for our finalized tabulations was as follows: 48 drug-related deaths, 462 suicides, 37 other mostly accidental deaths, and 24 cases of child deaths by natural causes.
To assess respondents' grief problems, we used three widely employed instruments: the Grief Experience Questionnaire (GEQ; Barrett & Scott, 1989) , the Impact of Events Scale (IES; Horowitz, Wilner, & Alvarez, 1979) , and the Inventory of Complicated Grief (ICG; Prigerson, 2002) . The Grief Experience Questionnaire was originally developed to explore the grief difficulties of the suicide bereaved. With the original GEQ scale consisting of 55 items, we used an abbreviated version of the scale. Offering our respondents a 27-page survey instrument seemed to necessitate reducing the GEQ scale to its most essential elements, lest we run the risk of losing respondents' cooperation. Therefore, following the lead of Bailley, Dunham, and Kral (2000) who performed a factor analysis of the scale and identified eight distinct factors within it, we selected the two items that had the highest factor loadings from each of the scale's eight factors for our 16-item abbreviated scale. Our abbreviated scale yielded an alpha coefficient of .87. The brief GEQ scale was answered by 516 respondents, with a mean score of 39.2 (SD = 11.5) and a range of 16 to 80. Though we had no way to verify how closely this abbreviated scale correlated with the full 55-item scale, we did find it correlated highly with the Impact of Events Scale and the Inventory of Complicated Grief, with correlation coefficients above .70.
The IES scale is a measure of post-traumatic stress and was answered by 522 respondents, with a mean of 33.28 (SD = 8.90) and a range of 14 to 56. The IES scale has been widely employed in a great many studies of bereavement and PTSD.
The Inventory of Complicated Grief was completed by 536 respondents, yielding a mean of 27.9 (SD = 8.9) and a range of 11 to 51. The Inventory of Complicated Grief (Prigerson, 2002) has gone through numerous iterations, and serves as the basis for measuring "prolonged grief disorders," the successor term to complicated grief, which some wish to include as a new mental health problem category within the DSM-V (Prigerson & Maciejewski, 2006 ).
An index of personal psychological problems was created for this study from several questions given to respondents in the Mid-Life Development Survey (MIDUS), a national survey of the middle-aged and older American population (Wethington, Kessler, & Brim, 1998) . The survey asked respondents to self-rate their mental or emotional health: "how about your mental or emotional health? Is it poor, fair, good, very good, or excellent?" They were also asked a depression screener question, "During the past year was there ever a time when you felt sad, blue, or depressed for 2 weeks or more in a row? 1) yes; 2) no; 3) not depressed because of anti-depressant medication." Survey respondents were also asked to "count the number of days in the past 30 day period when you were unable to go to work or carry out normal household activities (and had to cut back) because of mental health difficulties." In addition, respondents were asked a life satisfaction question: "At present, how satisfied are you with your life?" with response options of "A lot," "somewhat," "a little," or "not at all/none at all."
We administered these same questions to our respondents and found responses to be associated with one another with correlation coefficients ranging from .22 to .64. Summing the responses together of (i) poor or fair mental health reports, (ii) self-reported depression, (iii) one or more days lost to work or housework during the past 30 day period, and (iv) life satisfaction reports of little or not at all satisfied, placed respondents along a continuum from 0 to 4 along our mental health problems scale, which yielded a Cronbach's alpha of .71; 525 survivors offered useable responses on the mental health problems scale, with a mean of 1.62 (SD = 1.3) and a range of 0 to 4.
We also administered a measure of depression, also derived from the 1998 Mid-Life Development Survey (Wethington et al., 1998) . It was based on responses to the single screener question: "During the past year was there ever a time when you felt sad, blue, or depressed for 2 weeks or more in a row? 1) yes; 2) no; 3) not depressed because of taking anti-depressant medication." Those answering affirmatively were asked seven additional questions:
1. During this period did you lose interest in most things?; 2. Did you feel more tired out or low on energy than is usual for you?; 3. Did you lose your appetite?; 4. Did you have lots of trouble concentrating than usual?; 5. Did you feel down on yourself or worthless?; 6. Did you think a lot about death-either your own or someone else's or death in general-during this time?; and 7. Did you have any sleep disturbances? An 8-point scale was created from responses to these seven questions. The alpha coefficient in our sample for the scale was .92. The depression scale was completed by 506 respondents with a mean of 4.34 (SD = 3.1) with scores ranging from 0 to 8. Societal stigmatization was defined by our own constructed composite stigmatization scale consisting of two subscales: (a) a family and social strain scale, and (b) a family and social harm/help subscale, both containing 11 items. The strain questions asked respondents whether, after the loss of their child, relationships changed with any one of seven different family members (spouse, ex-spouse, parents, in-laws, children, siblings, and other relatives) or four social groups (coworkers, closest friends, less close friends, and neighbors). Respondents could choose between the following answers: not applicable; remained the same; became closer/stronger; or became weaker/strained relations. Strain subscale scores were the sum of the number of relationship groups that became strained, so could range from 0 to 11. The family and social harm/help subscale was logically similar to the strain subscale. It queried respondents' experiences with these same 11 different relationship groups in terms of how harmfully or helpfully the group had acted during the first year after the loss of their child. Respondents answered on a 5-point scale from 1 (very harmful) to 5 (very helpful). We scored any 1 and 2 responses as harmful ones. Again, harm subscale scores were the sum of the relationship groups that demonstrated harm, so they could range from 0 to 11.
The two subscales were moderately correlated (r = .57). The Cronbach alphas for the strain subscale (alpha = .72), harm subscale (alpha = .73), and overall stigma scale (alpha = .72 evidenced internal consistency. About half of present respondents (54%) reported one or more strained family relationships after their loss: 47% reported one or more strained social relationships; 53% reported harmful responses from one or more family member groups; and 31% reported harmful responses from at least one non-kin group; 532 respondents offered useable responses to the overall stigma scale, yielding a mean of 3.4 (SD = 3.2) and scores ranged from 0 to 17.
Our interview survey forms included several open-ended questions in which respondents were asked to provide additional information about their bereavement and stigmatization experiences. Respondents' comments shed additional light on their experienced stigma. They were explicitly asked to list troublesome things said or done to them since their loss by significant others. Approximately 85% of respondents provided information in response to this query. In our previous publication (Feigelman et al., 2009 ), we presented a preliminary coding of the negative responses most frequently given: (a) avoidance (e.g., "People never mentioned my child again after the death"); (b) unhelpful advice (e.g., "Don't you think it is time you moved on?"; (c) absence of a caring interest (e.g., "Friends and family never asked how I was feeling afterwards"; (d) spiritual responses (e.g., "He's with God"; or "He's in a better place"); (e) blaming the child (e.g., "He was so reckless in how he lived"); (f) blaming the parent (e.g., "Didn't you see it coming?); and (g) other negative responses (e.g., "I know how you feel; I felt that way when my dog died").
We tabulated all responses and a total of 2,421 were given. Since we encouraged respondents to report their negative experiences, there was nearly a 2 to 1 ratio of negative comments (N = 1,541) to positive ones (N = 880). For the present tabulation we did not count cases where respondents offered a mixture of both positive and negative responses. We focused primarily upon the coding and tabulating of negative response frequencies. And we only counted the positive cases when a respondent reported a completely positive response from their significant others, such as when a respondent filled in the blanks, stating something like this: "My family and friends only acted supportively to us." Approximately 7% gave answers such as this. A similar percentage left their forms blank to this part of the survey.
It is important to note we were counting comments, not respondents. Some respondents left this question blank and others offered as many as seven or eight comments about how their friends and families had acted. We grouped responses slightly differently from our preliminary coding scheme. The finalized coding system was as follows: A small number of responses, fewer than 20 overall, could not be readily coded into one of the eight categories of this scheme; they were left uncoded. In the results section we present frequencies tabulations as they were reported by all four death type subgroups.
The 202 survey records that were examined in the qualitative data comparisons were initially coded by the first author. Since blaming comments (whether to express blame to the parent or to the deceased child, or to express neither of these sentiments) formed the essence in the examination of the selected surveys, a second evaluator, a trained behavioral analyst holding a Master's degree in Social Work, independently examined and coded blaming comments made by these respondents. Blaming comments' judgments were later compared for consistency and inconsistency between both evaluators. Cohen's kappa between the two raters was .93 (p < .001). Table 1 presents the means, standard deviations, and t-tests for the two groups of research interest-suicide and overdose death surviving parents-on the Stigmatization scale, Grief Experiences Questionnaire, Inventory of Complicated Grief, Impact of Events Scale, Index of Personal Psychological Problems, and our eight-item Depression Scale. As we compared these two groups on the six problem behavior criteria, we did not observe any statistically significant differences between the means for the suicide bereaved and the drug-death bereaved. The suicide bereaved reported a mean of 3.5 on the stigma scale, largely similar to the 3.2 reported for the overdose death subgroup; these differences were well below the .05 significance criteria, with p value of .51. On the GEQ scale, the suicide bereaved reported virtually similar means, with a mean of 40.2 for the suicide bereaved compared to 38.3 for the overdose drug death subgroup. Again, both subgroups showed insignificant differences compared to one another, with a p value of .29.
RESULTS

Stigma, Grief, and Mental Health Problem Behaviors
On the Inventory of Complicated Grief, again, suicide and drug-death bereaved showed slight and non-significant differences between one another with a mean of 28.02 for the suicide bereaved, compared to 29.4 for the overdose bereaved, another non-significant difference on the t-test (p = .32). Again, on the Impact of Events Scale, suicide and drug-death bereaved reported virtually similar and non-significant differences, with a mean of 33.53 for the suicide bereaved, compared to 34.45 for the overdose bereaved, another non-significant difference on the t-test.
The Index of Psychological Problems yielded convergent results with the other tests, and showed a mean of 1.67 for the suicide bereaved compared to 1.89 for the overdose bereaved. Here, too, the difference was slight and non-significant. The last contrast compared levels of depression for the suicide bereaved and overdose drug bereaved and yielded virtually identical means with a value of 4.4 for the suicide bereaved compared to 4.8 for those bereaved by drug overdose drugs. Thus, as predicted, Table 1 showed great similarity and convergence between both groups on the six grief and mental health problems criteria. Table 2 performed the same analyses found in Table 1 . However, this time the drug and suicide deaths were combined together and contrasted with a combined group of natural and other accidental death bereaved. Table 2 shows an altogether consistent pattern with significantly higher reports of grief and mental health problems for the suicide and overdose bereaved, as compared to the natural death and other accidental death bereaved. The only test that was not statistically significant was in relation to reports of being stigmatized. Here the means differed in the predicted direction but the differences felt slightly below the .05 significance criteria.
Controlling for Potential Confounding Variables
Having established various bivariate associations in Table 2 , it still remained uncertain whether these associations would remain in the presence of potential confounding variables. One potential confounder, for example, is the well known association between grief difficulties, psychological problems, and time since the loss. Gender, too, is another well established correlate of grief difficulties and psychological problems, with women being more likely to report more of these problems than men. While our study found women reporting more stigma experiences than men, we found no bivariate associations between stigma and time since the loss. Our preliminary screening of demographic associations did not show any distinctive differences between loss type, gender, and time since the loss. Yet, it remained to be seen whether an analysis of covariance (ANCOVA), controlling for gender and time since loss effects, would confirm whether these bivariate associations could be accepted when the controls were also taken into account. For these tests, we contrasted the 85 males in our sample against the 490 females. Time since the loss was divided into two contrast groups: the under 5-year survivor subgroup (N = 318) contrasted against those passing the 5 years post-loss benchmark (N = 244). Table 3 presents the analysis of covariance showing the mean differences comparisons for all six problems criteria, taking gender and time after the loss into account. The analysis of covariance of stigma and loss type showed that the association of stigma and loss type was significant at the .03 level; it remained significant when gender was considered (at .002) , but did not with time since loss in the comparison (at .185). Since there was no bivariate association between time since loss and stigma, this finding is not at all unexpected.
The ANCOVA of grief difficulties (on the GEQ test) and loss type, controlling for gender and time since loss, showed that the association remained significant when potential confounders of gender and time since the loss were considered. Table 3 also shows that these results were also confirmed in the tests using the Inventory of Complicated Grief, The Impact of Events Scale, the Index of Psychological Problems, and the eight-item Depression scale. When the controls of gender and time since loss were taken into account, the higher problems reported for the drug and suicide bereaved still remained when they were compared with accidental and natural death bereaved. Table 4 shows the frequency distribution of negative comments tabulated in the four bereavement subgroups. We counted all cases in the categories of natural deaths, accidental deaths, and drug-related deaths. With such a large sample of suicide bereaved, it did not seem necessary to examine and count all 462 cases when a careful investigation of a randomly drawn subsample of suicide bereaved might suffice. First, we sorted all responses on the stigma scale from lowest to highest, including all missing data cases. Then, we took every fifth record of all suicide bereaved cases on this list, which yielded a random sample of 93 suicide bereaved respondents from our entire sample.
As we tabulated the responses for natural death survivors, a comment was noted that was unique to these cases, and it was only expressed to a minority of the natural death bereaved. People sometimes said "well you have to be grateful that the suffering is over now." No significant others from any of the other three subgroups expressed any comments like this one, which referred to the ending of the sometimes long and deeply agonizing dying process of many illnessrelated deaths. And also, there was a comment, uniquely expressed to the suicide bereaved, asking "Why did your child do it?" This query was almost invariably followed by a comment by bereaved parents themselves, that he or she was deeply puzzled by that very same question him or herself.
It is clear that both the suicide and drug death bereaved heard many more child and parent blaming comments. None were articulated to natural death survivors, one of each was expressed to accidental death case respondents, a total of 20 were made to the drug-related death bereaved, and 53 made to the random subsample of suicide bereaved. These differences were statistically significant with the Chi-square statistic (Chi-square = 88.475, df = 24, p < .0001). When one takes into account the differing numbers of cases within each subgroup category, many of the other comment types seem to match up consistently with one another in each of the subgroups, except those for blaming, which were much different. Compared to almost none among natural death and accidental death survivors who reported hearing blaming comments, between 40% to 50% of suicide and overdose death survivors heard blaming parent or child statements from their significant others.
DISCUSSION
This investigation of how bereaved parents adapt after and are impacted by the overdose death of a child has yielded many meaningful insights. The evidence suggests that parents who lose a child to a drug-related or overdose death encounter much the same stigmatization and exclusionary treatment that suicide survivors confront. The evidence also suggests that these bereaved experience much the same grief problems and mental health difficulties as those bereaved by suicide. While some might have believed that an "accidental drug death" designation would have spared these bereaved family members from the intense stigma and associated grief and mental health problems associated with a suicide death, this research did not find support for such expectations.
Comparisons on five criteria of grief and mental health problems-grief difficulties, post-traumatic stress, complicated grief, depression, and psychological problems-did not show the drug-death bereaved to be any less troubled on these dimensions than the parents who had lost a child to suicide. Both of these groups showed greater grief and mental health difficulties when they were compared on these same criteria to other parents who had lost children to accidents and natural death causes. These differences still remained when we took into account important potential confounding variables such as gender and time since the loss.
As we suggested in a previous publication (Feigelman et al., 2009) , stigmatization is associated with greater bereavement difficulties, as survivors fail to find the bereavement support they expected among their significant others. Unfortunately, many of our respondents-approximately half-found one or more of their close kin failing to offer them the support they expected. Empathic failures, such as these, seem likely to exacerbate a survivors' grief (Neimeyer & Jordan, 2002) .
When significant others assign blame to the death-blaming the deceased or the parent-we believe this may heighten distress levels for the bereaved parent and bring a person's distress beyond what it would have been, had a significant other simply avoided them or failed to show them a caring interest after the loss. In these cases, the parent who encounters a close associate's statement that their child is perhaps better off dead because he was already doomed from his lifelong mental illness or drug addiction is challenged in a fundamental way to defend the value of their lost child. Such statements carry an inference that the child is/was unworthy to be mourned (Guy, 2004) . And, in the cases where blame is assigned to the parent for not finding the right treatment program for their child or for being an instigating factor in the death, these accusations add to the guilt that a suicide or drug-death bereaved parent experiences and may compound the obsessional review of their own blameworthiness after a sudden and traumatic death of a child (Jordan, 2001 ). Close to half of our drug and suicide bereaved parents encountered blaming responses from one or more of their significant others. These experiences help to sustain a mood of shame, reticence, and extreme caution for these bereaved in their interactions with non-survivors.
This empirical demonstration of blame and its differential association with different kinds of child losses calls for further investigation of this factor of stigmatization and an inquiry into whether it has direct associations with other bereavement-related problems, such as relational strain and perceived harmfulness. Further investigation is also warranted as to whether blaming experiences are associated with differences in individual bereavement and mental health difficulties. Up until now, discussions of blaming in stigma have been offered more or less theoretically. As we have seen here, blaming can be quantified and the importance of the assignment of blame as a complicating factor in individual bereavement adaptations and subsequent mental health of survivors remains to be demonstrated.
Overall, our findings have shown that, much like the suicide bereaved, overdose death parent survivors experience substantial levels of "psychache" associated with the traumatic deaths of their loved ones and usually confront elevated levels of stigmatization accompanying a drug overdose death. The very limited literature on overdose death bereavement puts clinicians treating these individuals at a decided disadvantage. Our findings suggest that clinicians need to pay particular attention to the social condemnation overdose drug death survivor parents often confront among their significant others. Advising some to avoid "toxic" relatives and/or encouraging others to openly challenge unhelpful but well-intentioned efforts among intimate associates may help these survivors to establish more supportive environments for their healing among their families and friends. It is not simply a matter of dealing with a survivor's grief and depression. Social stigmatization interpenetrates the grief issues that many drug overdose death survivors must confront.
Reviewing the limitations of the present investigation we need to acknowledge that our mostly correlational data does not permit a full consideration of the complex and sometimes circular causality in social stigmatization and the development of distress symptoms after bereavement. Without longitudinal measurements, we had no ready means to assess levels of psychiatric difficulties among survivors that may have preceded the deaths of their children. Some respondents' avoidance of others may have resulted from their own "self-stigmatizing" withdrawal from contacts with family and friends, who may have been overwhelmed with their own feelings of shame and unworthiness (Dunn & Morish-Vidners, 1987-88) or the numbing and traumatizing nature of their loss. Some survivors may have created impressions of unavailability or disinterest in maintaining future associations with significant others after their loss.
A number of our respondents remarked that their intense shame about the loss of a child to drugs or suicide prevented them from acknowledging this publicly with significant others until many months had passed. Other survivors never reached a point where they could comfortably talk about their loved one's death truthfully. We can readily imagine that when survivors misrepresent the facts of the death, they then more readily fall into the trap of self-stigmatization. A response of anticipated scorn and ridicule impacts on their various relationships in differing degrees, bringing with it increased bereavement difficulties and suffering for the parent. As a point of contrast, the natural or accidental death loss of a child seemed to be a situation where the survivor's significant others more often offered what was perceived as appropriate compassionate responses to the bereaved parent. For these survivors, our findings suggested that they rarely, if ever, encountered blaming responses although they often were exposed to avoidance responses and to statements that their loved one's demise was an act of God.
We also acknowledge other limitations of the present exploratory research. With a sample of research volunteers, disproportionately drawn from the ranks of support group members, and also from clinical patient rosters, newsletter, and listserv subscribers, we cannot claim this sample is representative of the entire U.S. parent survivor population. Only with a sample drawn from official death records where a proactive attempt was made to contact all survivors (and not just those who attend support groups), could we ever hope to adequately provide for representativeness. Yet, for now, there is some consistency between our findings and the previous published record, to suggest that the present results are not anomalous (Dyregrov, Nordanger, & Dyregrov, 2003; Feigelman et al., 2008 Feigelman et al., -2009 Murphy, Johnson, Wu, Fan, & Lohan, 2003) .
In addition, some readers may wonder whether there were retrospective recall problems on at least a few of the questions discussed in this article. We do not imagine these problems to have been all that substantial for this survey sample. Slightly more than half of all respondents within each loss type subgroup reported losing their child within the last 4 years, a sufficiently short time span for accurate recall.
CONCLUSION
Although many parents struggle with the challenges of losing a child to a drug overdose, it is surprising and troubling that so little research has been devoted to identifying the unique bereavement needs of this large under-served population. What makes this knowledge gap all the more distressing is the near constant attention overdose deaths earn among the public-at-large, as these deaths occur among media celebrities. Within the last 2 years, with the deaths of Heath Ledger, Anna Nicole Smith, and Michael Jackson, an outpouring of media attention has appeared, attesting to widespread societal interest, if not fascination, with this topic. Yet, it is a remarkable disconnect that so many give such great thought and discussion to the subject of overdose death generally, with little more than a perfunctory glance at the impact these deaths have on surviving family members as they attempt to adapt to their losses. Hopefully, the present study will help to encourage more scholarly attention and empirical research on this important and disenfranchised group of parental mourners and the impact this tragic mode of death has on their subsequent adjustment and functioning of this too long neglected group of bereaved parents.
